A. INTRODUCTION

A1. Rationale
The complexity of ascertaining maternal deaths makes it difficult for many low income countries to measure the levels of maternal mortality, hence the lack of valid data on such avoidable deaths. A report prepared by international agencies (1) has recently assigned Lebanon to the group H of countries with "no national data on maternal mortality". As a result, an arbitrary equation was used to determine that Lebanon's maternal mortality in this project will launch an on-going hospital-based surveillance system for reproductive age causes-of-death. This will allow Lebanon to move to group E in the future (1).
Other elements regarding sources of data have to be considered when approaching an MMR estimation. Vital statistics periodically published on the website of the Central Agency for Statistics (CAS). The birth data are believed to be complete because no baby is allowed to leave the hospital before the birth has been declared to Vital Statistics, and less than 3% of deliveries occur in homes (PAPFAM 2004) . The denominator of live births necessary to calculate the MMR is readily available at CAS website (3).
Death certificates in Lebanon rarely carry any valid information regarding the condition which started the chain of events leading to death. However, women who die in reproductive ages are usually brought to a hospital either before death, or while dying or immediately after death. Consequently, these deaths should be recorded in the hospitals roster with their immediate and sometimes underlying and/or contributing causes of death. The fraction of reproductive age mortality which occurs outside the hospital and/or is reported or not to the local vital statistics registrars is unknown, although it is believed to be extremely low.  Indirect causes are "previously existing diseases or diseases that developed during pregnancy which were not due to obstetric problems but were aggravated by physiological effects of pregnancy. Examples of indirect cause are deaths due to aggravation of an existing cardiac or renal disease".
B2. Identification of maternal deaths
Reproductive age deaths (15-49 years) were initially identified through hospital records.
 Following a letter from MOPH and the Syndicate of Hospitals (Appendix 1), forms were sent out via all available media, to be completed for each death (Form: Appendix 2). Hospitals which did not respond within the specified period of time were contacted again several times until all forms were finally collected.  A trained MD travelled to each hospital which had either reported any reproductive age death, or had not provided an information sheet despite repeated calls. The aim of the field visit was to ascertain whether recorded deaths were in fact maternal deaths or not.
 Inconclusive deaths were investigated, when possible, through simplified verbal autopsies conducted by phone or face-to-face with next-of-kin. These interviews were conducted either by the visiting MD, or by the public health/ medical officer in the corresponding district ("caza"). At times, the research team had to go back to the death certificate at the local vital statistics registrar to retrieve information on the deceased person's family phone and/or address.
 All data were channelled back to a central repository in Beirut where they were entered and analyzed in preparation of the report.
B3. Variables recorded
For each nominal reproductive age death recorded in 2008, the following variables were obtained in as much as they were actually available: were investigated through the multiple channels described above.
The few cases where uncertainty on cause of death could not be cleared were conservatively considered as maternal deaths.
2. ICD10 codes were provided for each confirmed maternal deaths.
B4. Plan of analysis
All data were entered on an Excel sheet. The number of confirmed maternal deaths found here was divided by the total number of births recorded in the CAS 2008 report. According to RAMOS standard methodology, the ratio obtained is considered the lower limit of an estimation interval, in which the upper limit is double that amount, and the reportable estimation is the mean between the lower and upper limits (1).
C. RESULTS
A total of 69 out of 139 concerned hospitals (50%) reported managing deaths or receiving "dead on arrival" (DOA) cases of women in the reproductive agegroup. Those were 384 cases, of whom 13 were confirmed cases of maternal death (3.39%). Details on the ages, circumstances of death and presumed 
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O95
10. HOH Sibline 36 Pulmonary embolism that occurred following a C-section and the delivery of twins.
O88.2
SRS Watani Aley 35
Patient died during C-section delivery of her baby of uterine rupture, and subsequent bleeding.
O71.1
12. ZFH Shahar Aley 37 Patient known to be multipara admitted for a normal vaginal delivery, prior to delivery, patient had no known problems but only complained of periodic abdominal pain. During the delivery patient lost consciousness however a baby boy was delivered by forceps with APGAR score of 10. However upon loss of consciousness patient developed respiratory distress and bradycardia. No sign of abruption placenta, no bleeding. Patient resuscitation was started during delivery as the patient had cardiac arrest. Placenta was removed, however even though physician mentioned that the patient had a soft uterus prior to delivery, contraction of the uterus did not happen post-delivery, most likely because the mother had gone into bradycardia while delivering. Suspected amniotic fluid pulmonary embolism.
O88.1
13. GYM N. D. du Secours Jbeil 41 32nd week pregnancy patient admitted for vaginal bleeding. Urgent C-section was performed for a case of placenta previa. Post incision placenta accreta reaching the bladder and the pelvis was noted. Surgery then performed hysterectomy, and multiple transfusions. However during the operation there was profuse bleeding, patient then had severe bradycardia and severe hypothermia and hypotension. Reanimated then admitted to ICU where she developed another episode of hypotension, bradycardia, resuscitated for 30 min, then developed an episode of cardiac arrest.
